INTRODUCTION
The lymphatic system of the soft tissues, the intestinal lymphatic system and the hepatic lymphatic system all communicate with each other and eventually drain into the cisterna chyli and the thoracic duct [1] . Besides drainage of excessive interstitial fluid, the main function of the intestinal lymphatics is the transportation of dietary fats. Intestinal chyle contains high concentrations of converted long chain triglycerides (LCT). Intraperitoneal chylous leakage can present with painless abdominal distension, but it can also lead to significant fluid loss, protein loss, severe malnutrition and susceptibility to infection [2] .
C h y l o u s a s c i t e s w a s previously considered to be a rare complication of acute pancreatitis, with only a few case reports found in the literature [3] [4] [5] [6] [7] [8] [9] [10] [11] , until a Chinese group found that chylous ascites was present in 15% of severe cases of acute pancreatitis [12] . The intraperitoneal chyle leak is probably caused by direct damage to the cisterna chyli or its tributaries by pancreatic enzymes. Another possible pathogenesis is obstruction of the major lymph vessels causing leakage of chyle out of dilated small subserosal lymph vessels.
The initial treatment is usually conservative, consisting of total parenteral nutrition (TPN) or a diet rich in medium chain triglycerides (MCT), as these types of triglycerides are directly absorbed into the portal circulation, lowering the flow in the intestinal lymphatic system [3] .
CASE REPORT
A 71-year-old man was referred for complications of acute necrotizing biliary pancreatitis, with two months earlier onset. The patient presented with walled-off necrosis (WON), intrapancreatic common bile duct obstruction and splenic vein thrombosis. During the following four months he underwent repeated endoscopic bile duct stenting and multiple endoscopic ultrasound-guided transgastric pancreatic necrosectomy procedures because of infected WON. The patient was unsuitable for pancreatic surgery due to the splenic vein thrombosis and the subsequent formation of collateral vessels. A gastrostomy tube was also put in place to allow enteral feeding given his poor nutritional status. The cholestasis resolved and the volume of the WON diminished. However, the patient developed intractable ascites necessitating weekly therapeutic paracenteses in the outpatient clinic. The fluid was milky with increased triglyceride level (varying between 281 and 369 mg/dL) and low amylase content (6 U/L), consistent with chylous ascites. Other causes of post-pancreatitis ascites, including exocrine pancreatic insufficiency, were excluded. A diet consisting only of low fat and high protein enteral nutrition enriched with MCT was started, along with a monthly subcutaneous administration of lanreotide (90 mg). Following this, only a slight and temporary reduction in the paracentesis frequency was noted.
One month after the last endoscopic necrosectomy procedure, the patient presented again at the emergency department because of a worsened general condition with anorexia, severe weight loss and muscle wasting. Computed tomography (CT) revealed an increased volume of ascites, and a WON with volume unchanged (Fig. 1). patient's overall condition improved significantly, with a full recovery of body weight, general condition, muscle mass and performance status. Due to the failure of conservative treatment and development of refractory chylous ascites with severe impact on the patient's quality of life, overall fitness and nutritional status, the decision was made to perform a therapeutic intranodal lymphangiography. After bilateral ultrasoundguided puncture of inguinal lymph nodes with a 22G spinal needle, ethiodized oil (Lipiodol Ultrafluid®, Guerbet, Aulnaysous-Bois, France) was slowly injected. The progression of the ethiodized oil through the iliac lymph nodes, the lumbar lymphatic ducts, the cisterna chyli and the thoracic duct was observed under fluoroscopic guidance (Fig. 2) . A total of 30 cc ethiodized oil was injected. No contrast extravasation was observed. The patient required two more paracentesis procedures within the first week, after which the ascites resolved and no other intervention was required during followup of 12 months. Shortly after, nutrition support and lanreotide were also stopped, a normal diet was re-introduced and the 
DISCUSSION
The treatment of chylous ascites is usually conservative, consisting of TPN or a MCT-rich diet, lowering the flow in the intestinal lymphatic system [3] . Early enteral nutrition, on the other hand, increases the risk of chylous ascites [12, 13] . If conservative management fails, bipedal [13] or intranodal [2] lymphangiography should be attempted. Potential complications related to the intralymphatic injection of ethiodized oil are rare and include paradoxical cerebral embolization and lung emboli [14] . Other treatment options are somatostatin analogues, repeat paracentesis or insertion of a tunneled peritoneal drainage catheter [15] .
Intranodal lymphangiography with use of Lipiodol® has never previously been reported as a therapeutic option in post-pancreatitis chylous ascites, although it has been used as a treatment in other causes of refractory chyle leakage, such as pancreatic surgery, as reported in the study of Tabchouri et al. [13] . In this retrospective analysis dealing with postoperative chylous ascites following pancreatic surgery, 5 out of 15 patients required additional bipedal Lipiodol-based lymphangiography after failed conservative management; no risk factors for failure of conservative management were identified [13] . In a larger study, including patients with both refractory chylothorax and chylous ascites, lymphangiography led to complete occlusion of lymph leaks of various origins in 70.3% of cases (96.8% of J Gastrointestin Liver Dis, June 2018 Vol. 27 patients with a drainage volume of less than 200 mL/day); no recurrence was observed, and no major complications were described [16] . The ethiodized oil is believed to accumulate at the leakage point, leading to inflammatory changes acting as an embolic agent [17] .
CONCLUSION
We report here a case of successful treatment of refractory chylous ascites associated with acute necrotizing pancreatitis. To the best of our knowledge, this is the first time that ultrasound guided therapeutic intranodal lymphangiography with ethiodized was shown to be a successful, minimally invasive treatment option in a case of chylous ascites complicating acute necrotic pancreatitis. 
